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was more likely than leiomyoma. Accordingly an upper partial gastrectomy with cesophago-ga4trostomy was carried out.
Macroscopic, examination: A cyst, 7 cm in diameter, covered by normal gastric mucosa, lay in the submucous layer of the gastric wall. The lining was smooth (Fig 1) . Microscopic examination: A simple cyst over which lay gastric mucosa. The cyst was lined by connective tissue in which there was a mild inflammatory infiltrate. No specific pathology was seen.
Discussion
Pathology: Gastric cysts are uncommon, accounting for a very small percentage of all benign gastric tumours, which themselves comprise only 1 5% of gastric resections. Eusterman & Balfour (1935) recorded five cysts of the stomach in 4,000 gastric resections. The differential diagnosis in this case would appear to lie between an enterogenous and a simple cyst. Fifteen cases of enterogenous cyst have been recorded in the last thirty years. Two of these duplications of the stomach were included by Ladd & Gross (1947) The patient, a female, first presented at the age of 18 in June 1943 with complete exstrophy of the bladder, 'which was treated by bilateral transplantation of the ureters into the pelvic colon, with excision of the' extroverted bladder and plastic, repair of the perineum. The patient remained well following this procedure and in 1955 was delivered of a male child by Cisarean section. Immediately following delivery she had a severe attack of left-sided pyelonephritis, -and intravenous pyelography carried out when the attack had subsided-showed a very poor function with dilated ureter and pelvis on the left side. She had a further attack-of left-sided pyelonephritis in the following year, and in December 1958 was readmitted with acute on chronic large intestine obstruction which proved to be due to a scirrhous carcinoma of the pelvic colon just at the point of implantation of the left ureter which was grossly dilated and completely obstructed. Following a preliminary transverse colostomy the carcinoma of the colon was excised and the right ureter was reimplanted in the colon; the left ureter being ligated. The patient remained well after this for a year and was then operated on in Bournemouth for acute intestinal obstruction which was found to be due to adhesions from multiple peritoneal metastases. She ultimately died in August 1960. The specimen shows the resected pelvic colon with the carcinoma surrounding the lumen and protruding as a cone-shaped papilla. of growth into the grossly dilated lower end of the left ureter. The lower end of the right ureter is seen as a papilla or false polyp projecting about a centimetre into the lumen of the pelvic colon (Fig 1) .
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It seems likely from the history that the growth must have started at or very near the point where the left ureter had projected into the colon and it is suggested that there may be a causal relation between the transplantation of the ureter and the subsequent development of the carcinoma of the colon, for the following reasons: (1) The chance of a female patient developing a carcinoma of the pelvic colon at the age of 30 in the general population is very small indeedabout 1 in 100,000 (calculated from published figures).
(2) The incidence of carcinoma of the colon on pre-existing polyps, both true and false, is well recognized and the time relations in this patient are of the order which is known to occur in the transformation of a benign pseudo-polyp into a carcinoma. (3) The lower end of the right ureter is projecting into the colon as an obvious false polyp, and a polyp furthermore which is rather firmer than the sur-8.
rounding bowel wall and with an abnormally adherent mucosa, both of which facts would render it more liable to repeated trauma.
Mr P T Savage reported that in the Whittington Hospital museum there was a specimen from a case similar to that reported by Mr Aldis, of carcinoma at the site of a ureteric transplant into the colon. At laparotomy a diagnosis of carcinoma of the hepatic flexure was made and right hemicolectomy performed. The specimen was not subnmitted for histology, but the patient was told that he had carcinoma of the large bowel. The operation was followed by relief of all symptoms.
Ameboma of the Colon
May 1960: The patient was seen by Mr R H Franklin because he noticed another similar mass in the right side of the abdomen. He was in good health, had a good appetite and was not losing weight.-He had no pain beyond discomfort at the site of the lump. There was no history of constipation or diarrhoea or of the passage of blood or slime per rectum. Past history: Bacillary dysentery many years ago which responded to treatment. No history of amoebic dysentery. On' examination: Intelligent, well-built, wellnourished man. Mucous membranes good colour. No adenopathy. No finger clubbing. Abdomen not distended. Liver and spleen not palpable. Smooth, firm, spherical mass, about 10 cm in diameter, to the right of the umbilicus. It was slightly tender, mobile, and moved on respiration. Rectal examination normal. X-ray chest normal. A diagnosis of locally recurrent carcinoma of the colon was made. Laparotomy (12.5.60): Right paramedian incision. A right hemicolectomy, with end-to-end anastomosis, had been performed previously and there was a large mass, thought to be typical of a reurrent neoplasm, involving the site of the previous anastomosis and invading the root of the mesentery. The liver was free of secondary deposits and there was no evidence of metastatic spread within the abdomen. The tumour was mobilized with difficulty and resected, an end-toend ileo-colic anastomosis being performed.
Following operation the patient convalesced normally. Pathology: Macroscopic: The specimen consisted of approximately 30 cm of bowel twisted into a mass. Approximately20 cm were small bowel and 10 cm large bowel joined by a well-healed anastomosis. Around the area of anastomosis and extending for about 7 cm was a gross, whitish thickening of the wall of the colon, the thickness of the wall being 3-4 cm, involving all coats but mainly the serosal surface. In this area was a cavity external to the intestine with a thick wall which constituted the mass around which the bowel was twisted. Near the opening to the cavity the mucosa was ulcerated and the wall was hard, dense and white.
Microscopic: A widespread chronic inflammatory process was seen in which plasma cells predominated in the cellular infiltrate both in intact mucosa and in the granulation tissue covering ulcerated areas. Eosinophils, Iymphocytes and macrophages were also numerous. The thickening of the bowel wall was fibroblastic and collagenous. Both vegetative forms and cysts of Entama,ba histolytica were seen in the areas of necrosis. Conclusion: This is an amceboma and there is no evidence ofmalignancy. Mr H R I Wolfe showed slides demonstrating the rapid response of an ameboma of the c=cum and of cutaneous amcebiasis to anti-amrbic treatment.
Duplication of the Small Intestine H Gordon Ungley MD FRCS
A boy aged 8 months with a history of melaena for two days. Hemoglobin 27 %. No abnormal findings on physical examination or after barium meal and follow-through. At operation duplicated ileum found 3 ft in length ending about 6 ft from the ileocecal valve. Proximally the duplicated portion ended blindly; distally it tailed off into a narrow tube which passed towards the root of the mesentery. It was resected and end-to-end anastomosis performed. Recovery.
Specimen shows gastric mucosa in the duplicated gut and two ulcers one-third inch across (the source of the bleeding) in the adjacent ileum.
Squamous Cell Carcinoma of the Lung and Squamous Cell Carcinoma of the Kidney L N Allen FRcs (for D R Davies FRCS)
The patient had a primary squamous cell carcinoma of the lung excised in February 1960 and a primary squamous carcinoma of the kidney in June 1960. The interest lay in there being two primaries and the possibility of the carcinoma of the kidney being a secondary from the carcinoma of the lung presenting as a primary.
